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Abstract 
The Surgeon General (2000) estimates that up to 13% of children experience 
symptoms of anxiety in the United States. Since virtually all children attend school, and 
this environment challenges children in various modalities that are likely to produce 
anxiety, schools are an excellent environment to detect early signs and symptoms of 
anxiety. When available, school nurses are well positioned to provide primary and 
secondary prevention to students identified with signs and symptoms of anxiety.  
The aim of this project is to identify whether increasing teacher’s knowledge 
results in and increased ability to recognize early signs and symptoms of anxiety, and 
report concerns more rapidly, reducing the time between recognizing anxiety in a 
student and the ability to provide helpful intervention. This paper describes a 
collaborative effort utilizing administrators and the entire faculty as key players in the 
detection of mental health concerns, with the goal of reducing the time between 
recognizing anxiety in a student and the ability to provide intervention. 
The project coordinator educated school faculty via a presentation that included a 
question and answer session that covered:  (a) signs and symptoms of anxiety as they 
may present in the classroom; (b) a decision tree to help non-clinicians decide how and 
when to intervene; and (c) a positive Coping and Adaptation Strategies handout 
designed for teachers to use in the classroom. The project showed: (a) positive trends 
in teacher’s recognition of anxiety signs and symptoms, (b) application of positive 
coping and adaptation strategies within the classroom setting, which were not utilized 
prior to this project, and (c) overall increased comfort with identifying and intervening 
with positive coping and adaptation strategies. 
  










It is commonly accepted that stress is prevalent within our society and is often 
the precursor for anxiety. Health studies clearly demonstrate anxiety is a growing 
problem in children. Historically, it was not until the mid-1990s that studies began to 
address the gap in meeting the mental health needs of children. One of the first such 
studies was the National Institute of Mental Health (NIMH) report Mental Health and 
Children (NIMNH, 1996). Based on the results of this report, a task force was initiated to 
produce recommendations for research related to childhood mental health issues. Later, 
the American Academy of Pediatrics issued a Policy Statement (2005) in support of the 
NIMNH study addressing the barriers in accessing mental health services for children.  
The following year, the School Health Policies and Programs Study conducted by 
the Center for Disease Control and Prevention (CDC) identified the need for creating a 
state agenda for school-based mental health programs (CDC, 2006). Finally, the CDC 
published assessment criteria for at-risk youth behaviors (CDC, 2011). In 2013, the 
American Academy of Child and Adolescent Psychiatry Practice recommended that a 
team based approach to healthcare practices be developed and promoted under the 
Affordable Care Act to support the integration of healthcare systems and other service 
delivery systems, including education.  
This team-based approach to care in child psychiatry shifts healthcare to a tiered 
delivery system, with non-complex care being delivered by less specialized 
professionals. One effective Intervention for more complex or entrenched anxiety is 
guided cognitive based therapy which is primarily conducted by therapists, 
psychologists and psychiatrists. Creswell et al (2010), states in a recent study that with 
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interventions such as Cognitive Behavior Therapy (CBT), 44% of the participants were 
free of all anxiety disorder diagnosis, and 61% of those who completed treatment had a 
marked improvement in signs and symptoms. With the delivery of mental health 
services switching to a public health orientation, the emphasis on mental health in 
children will focus on disease prevention, early detection and intervention, and a greater 
community involvement with the goals of meeting health needs for more people at a 
lower cost (AAP, 2013). 
The World Health Organization paper on Prevention of Mental Health Disorders 
(2004) stated “Most anxiety disorders first appear during childhood and adolescence, 
making these age groups an important target for primary prevention (p.42).” According 
to the Department of Health and Human Services (2000) Healthy People 2010, 
Understanding and Improving Health, 95% of children and adolescents attend school. 
School nurses, therefore, are well positioned to identify signs and symptoms of anxiety 
in children at an early onset.  
The U.S. Surgeon General (2000), estimates that up to 13% of children 
experience symptoms of anxiety. We see these numbers reflected in primary care 
provider visits. In (2004) the American Academy of Pediatrics policy statement 
confirmed a 12% increase in psychosocial primary care visits over the last 20 years. 
Concerns about anxiety have reached a level that they have entered day-to-day news 
and public consciousness as exemplified by the recent front page article in the San 
Jose Mercury News, Teen Health: Depression, Anxiety and Social Phobias Rising in 
Kids, Educators Say (Noquchi, 2014). 
 




An extensive literature review using Cinahl, PubMEd, Psychinfo search engines 
and the National Association of School Nurses databases in preparation for this project 
was completed. Key search words in English included: anxiety and children, 
assessment, early signs and symptoms, early education, and school nurse. The articles 
reviewed here all supported commonly accepted causalities of anxiety in children, such 
as, external and internal stressors, worry as a precursor to anxiety, environmental 
impact, and all described similar signs and symptoms of anxiety.  
The systematic evidence-based research included external and internal evidence 
from multiple studies along with the project coordinators’ practice experience. A 
combination of qualitative, quantitative, descriptive, opinion studies and committee 
reports were included in this paper. Key points from those reports are summarized and 
presented in the following paragraphs. 
Understanding how anxiety presents in childhood and school settings is the first 
step in identifying which children need follow up assessment and or interventions. An 
article by Tanea Washington (2009) listed symptoms that are likely to be seen in the 
school setting including: idiopathic pain without cause; worry; back and neck aches; 
stomach pain; coughing; breathing difficulties, and most commonly, tension headaches. 
In addition, Washington stresses the importance of detecting external, internal, as well 
as environmental and physical stressors. Furthermore, children with anxiety disorders 
experience fear, worry, and stress at a much higher level of intensity than other 
children, and their anxiety is not always related to what is actually happening in the 
moment (Weston, 2010). 
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Shannon, Bergren, and Matthews (2010) author an extensive literature review 
supporting the concept of early recognition of anxiety in students that are frequent 
visitors to the school health office with somatic complaints. The review included 39 
descriptive, retrospective, cross-sectional and longitudinal cohort studies related to the 
phenomena of frequent visitors to the school nurse’s office associated with somatizing 
symptoms. Findings showed that students identified as frequent visitors to the nurse’s 
office are experiencing a greater perceived stress.   
The impacts of anxiety reached far beyond the immediate signs and symptoms. 
A meta-analysis on depression by Woolley and Curtis (2007) discussed a negative 
trajectory that begins with internalized anxiety symptoms in young childhood, 
progressing to externalized depression symptoms throughout adolescence and into 
adulthood if not treated. Creswell et al (2010) reports anxiety has a significant adverse 
impact on a child’s emotional, social and educational achievements. Lack of 
intervention, may have no immediate negative outcome, but research has shown that 
prolonged stress and anxiety will eventually emerge in some form of maladaptation.   
Literature shows a recent increased attention aimed at developing strategies to 
enhance social and emotional learning, such as, the Collaboration for Academic, Social 
and Emotional Learning programs (CASEL) in the classroom setting to increase 
resilience in students (CASEL, 2013). Part of the CASEL program involves helping 
students to manage their emotions, and to establish and maintain positive relationships 
(CASEL, 2013). The need to develop strategies to enhance social and emotional 
learning are not unexpected when one reviews the current California Commission on 
Teacher Credentialing (CCTA) curriculum for early educators and finds a near-complete 
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deficiency of content related to assessing the mental health of students in the classroom 
setting (2009). One study by Briesch, Ferguson, Volpe & Briesch (2012) states that few 
teacher referrals are made for issues related to anxiety.  
Much of the literature on children and anxiety focuses on chronic illness and 
anxiety as a co-morbidity of the chronic disease process. Minimal literature is available 
related to anxiety in the classroom setting when no co-morbidities are present. Even 
less is available on strategies to assess anxiety in the school setting. On assessment of 
mental health in children, the literature appears focused on the primary care setting, and 
included multiple complexities related to the accuracy of self-reporting assessments and 
developmental ability (Strickland, 2005). 
Setting 
 
Within the public school system, resources such as school nurses and school 
counselors are declining in numbers, but are still accessible. In the parochial school 
system, the setting for this project, even fewer health professional resources are 
available. School nurses and school counselors are rarely available to assist teachers 
with mental health problem identification. The school nurses role in a parochial school is 
to attend to student’s first aid needs, administer medications, and provide health 
education and promotion to students, teachers and families. In addition, nurses provide 
resources and referrals for children to primary care providers, dentists, and to 
counseling. Although there is no specific scope of practice for parochial school nurses, it 
is expected that they follow the basic Scope and Standards of Professional School 
Nursing Practice (2002).   
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Although Healthy People 2010, called for increased numbers of school nurses, 
the reality is that numbers are declining. It is projected that there will be a 7% reduction 
in school nurses (4,600 fewer nurses) by the year 2020 (NASN, 2004).  
When a student is referred for academic testing by the teacher, it is usually in 
response to a lack of academic success, meaning the intervention is already in the 
secondary stage of prevention. In such cases, there is a standard process that 
evaluates students for learning disabilities and behavioral disorders, and if discovered, 
an Individual Educational Plan (IEP) is put into place to achieve the highest level of 
academic success possible. It is at this point in the evaluation that recommendation are 
made for psychological testing if needed.  
If we are to support the growing focus on disease prevention, early detection and 
intervention, and a greater community involvement; strategies are needed to identify 
students prior to this point of intervention. What if we could identify students with early 
signs and symptoms of anxiety before they are clinically diagnosed? Could basic 
positive coping and adaptation strategies implemented in the classroom benefit an 
anxious student? This project demonstrated that increasing knowledge of teachers in 
the classroom on early detection of signs and symptoms of anxiety can help to identify 
students who fall below the current diagnostic threshold, are functioning within a normal 
range, but are experiencing one or more forms of anxiety seen in childhood.  
In the parochial educational system, it is the responsibility of each individual 
school to obtain its own funding for resources, such as: school nurses, counselors, and 
after school programs for students. These parochial schools are overseen by the 
Superintendent of Schools within each diocese. Demographics within these schools 
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range from low to high socioeconomic status, but resources are not shared amongst 
schools. Thus, there is a marked inequality in resources among the elementary schools. 
This project was conducted within a diocese of 29 elementary schools. The project was 
presented to all the administrators of these schools at the monthly administrators 
meeting. As a result, 11 schools signed up to participate in the Anxiety in the Classroom 
presentation.  
The school environment challenges children in various modalities which are likely 
to produce anxiety. When available, school nurses are well positioned to provide 
primary and secondary prevention and referrals to students identified with signs and 
symptoms of anxiety. However, as stated previously, school nursing services are not 
always available, thus it is necessary to embrace a collaborative approach if early 
detection and intervention are to be made possible. This project sought to increase the 
ability of teachers to recognize early signs and symptoms of anxiety in the classroom 
setting through a collaborative effort that utilizes administrators and the entire faculty as 
key players in the detection of mental health status identification. This approach makes 
it possible to assess students in multiple environments: in the classroom, on the 
playground, in social play, and in isolated play over a seven hour day, five days a week.  
With the assistance of faculty and administrators, the project was expected to 
create an increased ability to capture early onset of anxiety in students and provide 
appropriate interventions and referrals. Since anxiety often can be mistaken for other 
common behavioral problems, an Anxiety Decision Tree (ADT) was developed by the 
project author for teachers to refer to in the classroom, to help them with detecting 
anxiety in early stages and decrease the time from identification to intervention 
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(Appendix A). In addition, a basic Positive Coping and Adaptation Strategies handout 
was distributed to accompany the ADT and be used to facilitate effective coping 
mechanisms in cases of mild or infrequent episodes of anxiety (Appendix B).  
Questions that underlined this project’s design include the following. First, do 
teachers believe there is a need to address anxiety in the classroom setting? Second, 
are teachers comfortable in identifying students who may be presenting with anxiety 
signs and symptoms? Third, if provided education, would teachers identify students 
rapidly so that interventions could be implemented sooner? Fourth, if given positive 
coping and adaptation strategies, would a teacher utilize them in the classroom? These 
questions led to the test of change or aim of the project, which was to explore does 
increasing teacher’s knowledge results in and increased ability to recognize early signs 
and symptoms of anxiety, and report concerns more rapidly, thus reducing the time 
between recognizing anxiety in a student and the ability to provide helpful intervention.  
There were additional related questions that motivated this project, which are 
beyond its scope to evaluate, but provide content for possible future projects. Could 
early detection of anxiety and intervention provide desired benefits? For anxious 
students, could it restore equilibrium and enhance academic success? For teachers and 
classmates, could it decrease distractions caused by anxiety provoked behavior? For 
the healthcare system, could it decrease some portion of the 8.9 billion dollars spent 
annually for children’s’ mental health needs (Anita, 2006)? For future adult mental 
health, could it lower long term expenses and suffering by limiting the negative 
trajectory of the disorder from childhood? 
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The theoretical framework used for this project is the Public Health Model which 
is designed to guide school nurses in practice (Selekman, 2013). This is done through 
the use of eight principles that focus on the population as a whole. Some of the 
principles that correspond to this project include: achieving the greatest good for the 
greatest number; selecting strategies that create healthy environments; acting on the 
obligation to identify and reach out to all who may benefit from specific activities; use 
available resources optimally, and; collaboration with other stakeholders to promote 
health (Selekman, 2013). The ten essential services utilized in the public health model 
underlie school nursing practice. This project embraced three of these services: linking 
individual to needed personal health services; carrying out research for innovative 
solutions to health problems; and monitoring health status (Selekman, 2013).  
It is through the lens of the Public Health Model that a quality improvement 
project was created to identify stakeholders, in this case teachers and administrators, 
that could assess, guide and refer students with anxiety. The creation and 
implementation of the ADT along with the Positive Coping and Adaptation Strategies 
handout provides an innovative and essentially zero-cost, collaborative solution that can 
guide non-clinicians effectively. It helps teachers to find a language for observations in 
the classroom, provides effective communication tools to utilize when talking with 
parents about the teacher’s observations, and utilizes faculty as first line identifiers of 
anxiety in the classroom setting, linking students to intervention (positive coping and 












Internal review board clearance as a non-researchable project was granted in 
November 2013 (Appendix C). An analysis was formulated to identify the strengths, 
weaknesses, threats and opportunities that may be encountered during this project. 
There was great potential for further research based on the strengths of this project and 
no significant threats identified (Appendix D). In October 2013, a proposal to conduct 
anxiety in the classroom educational presentations as an in-service for faculty was 
accepted by the Superintendent of Schools at a local diocese. A letter was sent to each 
administrator of 29 parochial kindergarten through eighth grade school in this same 
local diocese (Appendix E).The presentation to administrators was scheduled and 
conducted in January of 2014.  A letter of support from the Superintendent of Schools in 
the targeted Diocese, and her acceptance of the project and support is acknowledged 
(Appendix F). 
The proposal to conduct anxiety in the classroom educational presentations 
included: (a) information related to the aim of the project to educate teachers on the 
signs and symptoms of anxiety in the classroom setting; (b) explanation of the use of 
the ADT handout; and (c) explanation of the use of positive coping and adaptation 
strategies handout. Additional benefits described in the proposal included: (a) the 
potential for better classroom environments; (b) details about the expected benefits to 
the schools, which include free guidance from the project coordinator for the duration of 
the project; and (c) coaching on communicating observations to parents. It was 
explained that after completing a 45 minutes PowerPoint presentation, the participants 
would be asked to complete a short evaluation to assess increased knowledge related 
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to anxiety as it presents in the classroom, and again by Survey Monkey three to four 
weeks later, for usefulness of the ADT, use of the coping and adaptations strategies, 
and knowledge acquisition. 
After the presentation, the administrators were given the opportunity to sign up 
for a faculty in-service at their individual school sites where the anxiety in the classroom 
educational presentation would be introduced to faculty and staff. As part of the project 
design to minimize additional workload for limited school resources, the presentations 
were planned for Wednesday afternoons during existing faculty meetings. These 
presentations occurred over a seven week time frame, allowing for as many as two 
school presentations per week, at the participant schools.  
Eleven schools accepted the proposal. One school declined to participate during 
the scheduling phase of the project due to conflicts with previous commitments. The 
remaining ten schools were provided with the anxiety in the classroom educational 
presentation, an ADT and a Positive Coping and Adaptation Strategies handout with 
suggested positive coping and adaptation strategies for the classroom setting. Two of 
the schools in the project group are currently 100% subsidized by a religious 
organization that focuses on serving low income populations. A majority, totaling 86% of 
the students attending these two schools were low socioeconomic status. The other 
eight schools had mixed income ranges between low to high socioeconomic status. All 
school populations range from approximately 280-350 students, consisting of one class 
per grade beginning with pre-kindergarten or transitional kindergarten and continuing 
through eighth grade. Each class had a student cap of 36 students, and many grades 
have fewer than the maximum.  
Anxiety in the Classroom  19 
 
Health and mental health resources within the schools were minimal. Only two of 
the schools had onsite counselors, and two schools used counselors-in-training who 
were completing their mandatory contract service learning. Two of the low income 
schools received part time school nursing services provided by a local not-for-profit 
hospital.  
Referral services varied from site to site, depending on individual school 
resources and individual school policies. Typically, teachers consult with administrators, 
or mentor faculty to assess the situation and create an action plan. The project 
coordinators’ role was to educate faculty and staff on anxiety, signs and symptoms, how 
it may present in the classroom setting, guide the teachers through the use of the ADT, 
provide assistance in guiding teacher-parent conversations, and assisting the referral 
process when necessary.  
Parental notification is the first step in referring. Depending on the degree of 
presenting signs and symptoms of the student, the teacher would contact the parent for 
additional information or insight that might help with the presenting problem. If no 
medical conditions are revealed and the parent provides consent for intervention, the 
teacher then would refer to school counseling, complying with current standard 
procedures. For schools without resources, parents would be guided to contact their 
primary care provider for recommendations, complying with standard procedure for the 
school setting. 
One benefit of the selected schools was their size. Each school is a fairly small 
environment compared to the public school system. This allowed for more control within 
the microsystem.  
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Furthermore, interactions with faculty revealed the following characteristics of the 
schools. There is a trend of student attendance continuing from kindergarten through 
eighth grade without changing schools. The trend of faculty is to stay employed for 
multiple years in the same grade and at the same school. Many of the faculty have 
educated multiple siblings from the same families, they have watched students from 
early childhood emerge into adolescence. This helps them assess children in the 
classroom and provides familiarity with how some of the families deal with behavioral 
concerns. Furthermore, many of the parochial schools pride themselves on their 
mission to provide a whole child approach to education; based on mind, body and 
spiritual education. Faculty strive to help individual students overcome challenges and 
barriers and engage in the academic and faith based education. These trends provide 
the benefit of familiarity and continuity and commitment to helping students holistically, 
including with mental health issues. 
Attention was drawn to the already overburdened work load of the faculty. In 
today’s environment teachers are expected to teach core academic subjects. But that is 
only the start of their responsibilities. In addition, they are asked to be the gate-keeper 
for student health needs, work with remedial students and keep accelerated students 
engaged. This project asked them to carry out yet another job, to assess if a student is 
experiencing anxiety signs and symptoms and then respond effectively. The need to 
keep the time, energy, cost and resource burden low was what led to the creation of the 
ADT. It is a simple guide that can be used by the teacher to discern if what a student is 
experiencing may be anxiety. In addition, the Positive Coping and Adaptation Strategies 
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handout gives the teacher’s practical, simple to implement strategies to help diffuse 
anxiety and redirect the student to an academic focus.  
In parochial schools, the process of change is often initiated from the top down. 
Within the parochial system, administrator, board members and parent groups 
collaborate on school policies and programs. Another benefit of the individual small 
school site size and autonomy is the reduced number of people to filter processes and 
change through the system. Faculty and staff implement changes in the classrooms and 
work closely with families to produce the best outcomes. Students with special 
circumstances can often be accommodated as long as it is not a financial burden to the 
site.  
The ethical implications that were anticipated and encountered were primarily 
focused on issues of privacy. Confidentiality, in this project included student’s medical 
history and health information, and occasionally, family history through discussions on a 
need-to-know basis. The anticipated conflict involved volunteer staff. Many school 
nurses in the parochial setting are parent volunteers. Volunteers are not bound by the 
formal policies on confidentially to which the faculty and staff are required to adhere to. 
This would pose a barrier to replicating this project on an ongoing basis in schools with 
only volunteer nurses. Another ethical concern is related to scope of practice. Many 
volunteer school nurses may lack of knowledge related to the scope of practice for 
nurses in a school setting, or the special needs of the parochial setting.  
Often volunteer school nurses are just trying to help, offering first aid services 
and are typically requested to only conduct the state mandated vision and scoliosis 
screenings, and help maintain health records. Asking volunteer nurses to guide non-
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clinicians in interventions and referrals for students with anxiety would be inappropriate 
and could be seen as burdensome. To address these concerns, the project coordinator 
offered advice services to participating schools on how to lead a discussion with parents 
and how to refer a student to primary care provider for the duration of the project. This 
eliminated the need to consult with a parent volunteer nurse for assistance. 
The project coordinator conducted a 45 minute educational presentation for each 
participating school. The participation populations included faculty, staff and 
administrators, (N-138). The program included: the aim of the project, an overview of 
anxiety, signs and symptoms, and descriptions of possible interventions. These 
interventions include: (a) calling the parents; (b) referral to school counselors; (c) use of 
positive coping and adaptation strategies in the classroom, and (d) recommendations to 
refer to primary care provider for students with persistent or increasing signs and 
symptoms of anxiety. In addition, the project coordinator provided detailed instruction on 
the use of the ADT, and an explanation of how to access support and guidance from the 
project coordinator during the program. A brief review of the evaluation process was 
also included. The teachers who attended the program were asked to complete a 
program evaluation, and then complete a usefulness evaluation that occurs three to four 
weeks after implementation. The administrators of the schools were requested to 
support teachers in the use of the ADT tool, complete the usefulness evaluation, and 
assist faculty in contacting the project coordinator for referral services, or advice as 
needed.  
The project timeline is provided in the attached Gantt chart (Appendix G). The 
entire project was completed by March 31, 2014. Stages included: Anxiety in the 
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classroom proposal presentation at a January 2014 principals’ meeting; faculty in-
services at volunteer schools throughout February 2014; survey of faculty at the in-
service and again 3 to 4 weeks later throughout March 2014. Analysis of the data and 
final summary of the project was completed by April 15, 2014. Total project timeline was 
seven months, including internal review board process, prospectus approval and 
implementation of the project. 
Although there is no cost to the school for this project, the benefits, though 
unquantifiable included: (a) increased knowledge of positive coping and adaptation 
strategies for use in the classroom; and (b) coaching on communicating observations to 
parents, and (c) the ability of the teachers to use this educational presentation to fill 
professional educational units. However, if a school nurse were employed by the 
diocese, the cost-benefit analysis demonstrated a positive benefit to the school sites 
with minimal cost. A calculated hypothetical cost-benefit analysis of a single non-
credentialed baccalaureate prepared registered nurse, in a shared governance between 
eight parochial schools is attached to this paper (Appendix H). The positive results 
encourage advocating for school nurses in the parochial school system.  
In regards to the responsibility and communication matrix, the project coordinator 
worked collaboratively one-on-one with the administrators of each school site, offered 
an educational presentation with discussion and question and answer periods following 
the presentation to all faculty and staff of the individual sites. All communication after 
the presentations was conducted with the administrators and focused on dissemination 
of the follow up Survey Monkey evaluation.  
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A direct, open communication has been established between the project 
coordinator and the diocese, which is a foundation for future work. A summary was 
provided to the diocese with the participation results, the benefits to the schools and 
individual schools requests for additional services. Feedback from evaluations will be 
communicated directly to the Superintendent of Schools in an effort to, advocate for 
school nursing services to be available to all schools in an equitable manner.  
Evaluation Plan 
 
The evaluation process was conducted by a psychometric scale survey and was 
calculated by the sum of responses in two parts. The first survey tool consisted of pencil 
and paper fill-in sheets. The Likert scale survey that was used following the educational 
presentation is located in Appendix I.  Participants were asked to rate four questions on 
a scale ranging from 1) disagree; 2) somewhat disagree; 3) undecided; 4) somewhat 
agree; and 5) agree. This post educational presentation evaluation provided information 
related to overall need for education related to anxiety in the classroom setting, faculty 
comfort level of identifying and implementing coping and adaptation strategies in the 
classroom, and clarity and understandability of information.  
Three to four weeks later, teachers and administrators were surveyed again by 
Survey Monkey related to usefulness of the ADT, pre and post knowledge acquisition, 
and use of positive coping and adaptation strategies for the classroom. The continuous 
quality improvement evaluation can be viewed in Appendix J. Likewise, a Likert scale 
was used. There was an opportunity for participants to offer comments related to any 
part of the project.  
  









The results of the educational presentations are stated in a qualitative and 
quantitative manner as dictated by the evaluative measure being conducted. Qualitative 
data was gathered at the conclusion of some of the presentations during the question 
and answer period. The faculty were perceived by the author as being engaged and 
eager to learn how to detect early signs and symptoms, how to react to signs and 
symptoms, and when to seek professional help. 
The absence of school counselors at eight of the ten sites, led to discussions 
related to who would intervene when needed and how would interventions be 
implemented. Strategies related to potential interventions included: approaches for 
utilizing the Coping and Adaptation Strategies handout; contacting parents, and; referral 
to school counseling. If signs and symptoms of anxiety appeared suddenly, extreme, or 
persistent and/or escalated in nature, faculty were advised to notify the parents and 
referred them to their primary care physician for evaluation. Other suggestions included: 
adding a coping or adapting strategy such as deep breathing prior to giving tests or 
having students speak publicly and encouraging positive self-talk as part of the rubric in 
scoring academic assignments.   
During these post presentation conversations, new systems and processes were 
created for the classrooms through discussion and input from the faculty. At the 
individual site presentation, faculty revealed students with possible anxiety issues about 
whom they had concerns, but were not sure how to respond to the student in the 
classroom. Many also discussed students who they suspected were more anxious than 
the average student.  Individual school designed their own strategies. One school 
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discussed the option of using grade level meetings to discuss potential strategies for 
students exhibiting signs and symptoms of anxiety for continuity of care. One site 
discussed the need to initiate an individual teaching plan for a particular student. 
Another site discussed the usefulness of relaxation strategies, such as, playing classical 
music in the classroom.  
While this is not quantifiable, one underlying issue of this project is to assess the 
perceived need and feasibility for anxiety awareness programs. These conversations 
after the presentations were evidence confirming that educational health presentations 
are desired, necessary, and beneficial. In addition, many of the participants disclosed 
that they were able to use the educational program as a viable professional 
development tool for their schools.  
The following quantitative results were extrapolated from the survey data 
provided from the first evaluation conducted immediately after the educational 
presentations. The attached bar chart shows the itemized breakdown of the quantitative 
data derived from the evaluation process (Appendix L).  
When presenting information to a large group, clarity of material being presented 
is essential. There was an 83% agreement that the materials presented were clear and 
understandable. Regarding the necessity of providing educational information about 
anxiety in the classroom to a  pre- kindergarten through eighth grade school, 48% of the 
respondents were in agreement, 36% somewhat agreed, 2% participants somewhat 
disagreed, and, 8% of participants were undecided. When assessing if the participants 
gained knowledge after attending the presentation, 39% of the participants felt able to 
identify anxiety in the classroom setting, 47% felt somewhat more able1% were 
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undecided about their ability to detect anxiety, and 7% felt somewhat unable to detect 
anxiety. A lower percentage of change was seen when participants were asked if they 
felt more able to differentiate anxiety from other academic or behavioral concerns: 27% 
agreed, 49% somewhat agreed, 18% were undecided, 2% somewhat disagreed. In 
regards to comfort level of addressing anxiety in the classroom: 37% agreed, 41% 
somewhat agreed, 14% were undecided.   
Based on the data collected from the initial survey, the outcome of the project 
indicated that teachers did validate the need for education related to anxiety in the 
classroom; agreed that the education provided increased their ability to identify signs 
and symptoms of anxiety in the classroom; and felt they could differentiate signs and 
symptoms of anxiety from other academic or behavioral issues.  
In addition, as a continuous quality improvement strategy, a follow up evaluation 
was conducted utilizing a Survey Monkey 3-4 weeks post presentations. The follow up 
evaluation provided data related to practical use of the Anxiety Decision Tree, 
evaluation of pre and post learning, and use of positive coping and adaptation 
strategies. The Survey Monkey results are presented in Appendix M.   
Approximately 40% of the participants responded to the Survey Monkey 
evaluation which is less than desirable see Appendix N for the Bar Chart analysis. Prior 
to the educational presentation 56% of the participants self-reported being able to 
identify anxiety signs and symptoms in the classroom. After the presentation, 86% felt 
better able to identify anxiety signs and symptoms in the classroom. A majority, 55% 
stated they used the ADT as a guide one or two times to discern the possible presence 
of anxiety. Nearly all participants, 92%, stated that they used the Positive Coping and 
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Adaptation Strategies with students in the classroom. If ongoing continuous quality 
improvement actions were to take place on this project, it is recommended to implement 
another survey at six month and / or one year to determine how much information was 
retained and if strategies are still being used.  
The results of the continuous quality improvement survey clearly shows that  
teachers were more able to: (a) identify common signs and symptoms of anxiety 
requiring intervention; (b) demonstrate the ability to utilize the ADT after completing 
training; (c) identify students with signs and symptoms of anxiety; and (d) promoted 
regular classroom strategies for coping and adaptation skills to students exhibiting mild 
anxieties three to four weeks after the educational presentations were conducted.  
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Discussion 
Limitations and Barriers 
 
There are potential limitations that may have impacted this project and others 
that are known to have impacted it. The most significant limitation concerned 
interventions. At the first presentation, while directions were being provided on the use 
of the Anxiety Decision Tree, a gap in research unfolded. Part of the decision tree asks 
for teachers to apply standard classroom coping and adaptation strategies to anxiety 
provoked students. The audience quickly responded by declaring there is a lack of 
knowledge in this area.  
One reason for this lack of knowledge could be that the current California 
Commission on Teacher Credentialing (CCTC) curriculum for teachers does not include 
content related to strategies for dealing with mental health in the classroom setting 
(2009). To accommodate this gap in research, the project coordinator participated in the 
Eliminating the Barriers in the Classroom (ELB) workshop, a program designed to 
educate faculty and school nurses on assessing and conducting classroom strategies 
for mental health issues of students (Appendix L). The guidance from this workshop, 
combined with common relaxation techniques, such as, controlled breathing, muscle 
constricting and relaxing exercises, and other child appropriate interventions such as, 
positive self-talk taken from a children’s self-help book Scared and Worried by James 
Crist (2004),were written into a Positive Coping and Adaptation Strategies handout, a 
quick reference sheet for presentation participants.  
The first two participating schools surveys were conducted before the ELB 
workshop, and did not receive this information at their initial presentation. Information 
was sent via email to the administrators of the two effected schools within ten days of 
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their original presentation, but it may have lessened the educational component and 
impact of discussion around these interventions.   
Second, stigma is often associated with mental health problems, and stigma did 
decrease the willingness of some faculty to fully participate in the project. Some faculty 
reported that they felt uneasy about contacting parents about social-emotional behavior 
presenting in the classroom. 
Another limitation was that there were variations in work experience among the 
teachers in managing students displaying anxiety that ranged from novice to expert. 
The Positive Coping and Adaptation Strategies handout was helpful in response to this 
limitation and offered an opportunity to clarify that many students may only need an 
occasional school or classroom based intervention.  
As is true with many community health prevention programs, it can be difficult to 
conclusively demonstrate positive outcomes when providing education, assessment, 
and resources as primary prevention strategies. Nonetheless, the survey results and 
interpersonal commentary that occurred among the participants in this project indicated 
that, educational presentations, practical interventions, and open discussion about 
anxiety as a typical school-age problem could reduce some of the stigma associated 
with the mental health problems.  
Future Directions for Research 
The aim of this project was to utilize the assistance of faculty and administrators 
to create an increased ability to capture early onset of anxiety in students and provide 
appropriate interventions and referrals. At the completion of this project, all goals were 
achieved, and all the questions underlining this project’s design showed positive 
Anxiety in the Classroom  33 
 
outcomes. First, teachers do believe that there is a need to address anxiety in the 
classroom setting. Second, teachers are comfortable in identifying students who may be 
presenting with anxiety signs and symptoms. Third, when educational information is 
provided, teachers do identify students rapidly so that interventions can be implemented 
sooner. Fourth, when given positive coping and adaptation strategies, teachers will 
utilize them in the classroom.  
Groundbreaking research by Thirlwall et al, (2013), shows potential for additional 
research in how non-professionals can be trained to identify mental health issues and 
provide effective interventions. Thirlwall et al conducted a randomized study to explore if 
teaching parents to provide cognitive behavioral therapy (CBT) to their children who 
were diagnosed with anxiety disorders would be an effective means of therapeutic 
intervention. The results of the study showed that at the 6 month post treatment 
assessment, 76% of the children with an anxiety diagnosis no longer met those criteria. 
The author goes on to state that the provider of CBT does not necessarily need to have 
much experience to gain the same results. This study shows promise in transferring 
professional-only supplied interventions that are not frequently accessed, in response to 
mental health needs to non-professionals can be effective. 
The survey responses and discussion content in the teacher and administrator 
workshops indicated it is beneficial to implement faculty education and positive coping 
and adaptation strategies in the classroom setting to children who show early signs or 
symptoms of anxiety. However, we have not demonstrated that these children will 
experience less anxiety or avoid illness. Using the Creswell study as inspiration about 
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the efficacy of non-professional mental health interventions, the following directions for 
additional research are proposed. 
First, a logical next step would be to conduct further research on whether or not 
providing interventions at early onset of signs and symptoms of anxiety actually 
correlates between early intervention and reduction of anxiety in children. Second, work 
could be undertaken to determine if early identification and intervention could also 
improve the classroom setting by creating a calmer; less anxious environment. Third, 
research could be undertaken to determine if early identification and intervention could 
lead to better long-term life skills, health outcomes, and lower long-term medical costs.  
Fourth, another future opportunity is to consider whether anti-anxiety interventions could 
be applied beneficially to all students whether they are symptomatic or not.  
This project was focused on a single systems problem. However, this project 
could take a whole systems approach and target all students in the classroom. Such 
research could seek a response to the following questions: Would providing simple 
positive coping and adaptation strategies in a whole classroom approach build a child’s 
resilience?  Since all children experience anxiety, could anti-anxiety strategies taught in 
the classroom be helpful during non-academic times, for example, while playing school 
sports, participating in the school play, or running for student council?  
Given the documented stresses on children, and with the delivery of mental 
health services moving toward a public health orientation, this project demonstrated the 
potential for early identification and intervention of anxiety in children within the school 
setting. More work remains to be done to demonstrate correlation with improved 
outcomes and there are many potential directions for expansion of the concept and 
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future study. It fits squarely into the growing emphasis on disease prevention, early 
detection and intervention, and a greater community involvement with the goals of 
meeting health needs for more people at a lower cost. 
In summary, the practice of school nursing is based in a complex environment. 
Nurses work independently, and often utilizing creative approaches in delivery of care in 
a cost effective and efficient mode. Creating changes within this healthcare system 
requires a variety of leadership qualities. Besides nursing expertise and advanced 
practice knowledge, school nurses need to be able to work within the complex systems 
that impact the delivery of nursing care while simultaneously working on improving care 
for a large population of students. School nurses cannot be in two places at one time, 
although by job description, many times are asked to do this. It is critical to our practice 
to work collaboratively, in an Interdisciplinary fashion, such as in this project, to expand 
our ability to provided evidence based care, innovative solutions, and create the 
foundation of effective change.  
  








An estimated budget was prepared to identify potential costs and demonstrate 
the value to the project and the cost to replicate. Direct and indirect costs of the project 
are listed and are grouped by function. The majority of the costs for this project are 
materials related, including graphic design, Survey Monkey fees, and duplication of 
evaluation tools and handouts. Travel was donated in-kind by the project coordinator.  
All equipment needed for the presentation were provided by the individual school 
sites, as well as technical support. In-kind services were provided by the project 
coordinator for individual in-service trainings at ten parochial schools. Though this 
project was conducted as a test of change, if ongoing sustainability is desired, it would 
be directly related to acquiring individual funding by participant schools for follow up 
education and future projects.   
The value of this project is vested in knowledge acquisition. If the strategies 
provided help reduce distractions within the classroom setting, help the teachers better 
understand students’ behaviors, provide effective solutions to difficult situations, the 
project will be judged as worthwhile to the school faculty and staff. If such strategies are 
deemed as being too burdensome, the project will be perceived as having less value.  
A simple budget of materials and time is included to illustrate cost (Appendix N). 
There were two somewhat significant cost areas. One was for professional graphic 
design of the ADT. The need for a simple and clear presentation that was appealing to 
the users was essential in making the ADT useful. The other notable expense is 
transportation costs due to the large geographic area of the project, which extends from 
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Gilroy to Milpitas, California a 26 mile range. This was self-funded by the project 
coordinator. 
Indirect fees for project coordinator (school nursing services) are being waived 
(in-kind) for this project. The project coordinator worked on a consulting basis and did 
not have direct contact with individual students. Teachers participated in large groups 
during in-services at regularly scheduled faculty meeting times to ensure cost 
effectiveness and maximize participation. There was an unexpected expense to 
duplicate materials (evaluations, ADT, Coping and Adaptation Strategies handout). The 
duplication of materials was originally going to be at the cost of the individual schools, 
but was changed to be the responsibility of the project coordinator for quality control 
purposes.  
Presentation of the ADT project was scheduled into an existing monthly 
principals’ meeting in order to avoid the need for an additional meeting and to reach as 
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Appendix B 
Strategies for Anxious Students 
Positive Communication in the classroom: 
Do 
• Acknowledge the fear: “That must be scary to think about” 
• Reflective listening: “Sounds like you are not sure you can do well on the math 
test” 
• Decide what you can do: “I have my phone right here. If your mom is late, we’ll 
call her” 
Do Not 
• Discount the child’s feelings: “That will never happen”, or “There is nothing to 
worry about”. 
Provide reassurance and build resilience 
• Identifying the Fear:  Help the student identify in words what they are worried or 
afraid of. For example: “Sometimes I just feel worried, but I don’t know why?”, “I 
think the other kids will laugh at me if I am scared.” “What would be the worst 
thing that could happen if you presented your project in class?” 
• Flip the Switch Strategy:  Teach the student to flip from a bad thought to a good 
thought. For example: “I am going to fail this test”, to “I can do this” or “I am going 
to try hard.” 
Battling the Physical Response: 
• Teach deep breathing: Breath all the way into your belly and relax your muscles 
when you exhale 
• Teach visualization: Close your eyes and think of a happy, peaceful place. 
Picture it in your mind, or pretend you are a cloud floating along in the sky, happy 
and relaxed. 
• Teach relaxation: Muscle tension is often associated with anxiety. Try pulling 
your shoulders up to your ears, hold them for a few seconds and then relax them 
back to normal. Breathing out when you let them down.  
Formal Assessments:  
• Create an IEP or 504 Plan for the student. 
• Have the psychologist or therapist provide realistic boundaries or limitations 
Collaborative Approach: 
• Enlist the help of the parent to strategize best / most effective approaches to the 
child 
• Meet with the school counselor and parent to discuss school strategies and 
clarify goals. 
Anxiety in the Classroom  47 
 
• Refer student to primary care provider for evaluation if signs and symptoms 
persists. 
Adapted from: Crist, J. (2004).  Scared and worried: a guide for kids. Free Spirit 
Publishing Inc. Minneapolis, MN. And, Eliminating Barriers to Learning Training. 
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Appendix D 
SWOT Analysis of Anxiety in the Classroom Project 
Strength Weakness 
• Project currently aligns with media 
on awareness of mental health 
problems in children and anxiety 
• Low cost 
• Potential for project growth  
• Time to acquire grant funding if 
project should continue 
• Short time frame decreases number 
of participant schools 
• Possibility that presentations will not 
be completed within time frame of 
project reducing evaluation criteria 
• There may not be institutional 




• Increase knowledge base of faculty 
members 
• Early detection of signs and 
symptoms of anxiety 
• Provide health and wellness 
education to early educators as 
continue professional development 
• Limited scheduling availability 
• Teachers overly busy schedules 
and demand on professional role 
• Administrators competing needs 
demands for instructional programs 
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Appendix E 
To:     All School Administrators 
From: Lisa Rauch RN, MS, APHN-BC, DNP(c) 
RE:    School Health Project 
Dear Administrators,  
My name is Lisa Rauch and I am a doctoral student at the University of San Francisco.  
I am working on a project related to early detection of anxiety in school age children.  I 
will be at your Administrators meeting on January 7th, 2014 to introduce myself, present 
the project, and hopefully recruit some schools to participate. The following information 
will give you some background information about the project and myself. 
Personal Biography: I have been a registered nurse for 18 years. I teach full time at 
San Jose State University at The Valley Foundation School of Nursing. My specialty 
focus is in community health, public health and school nursing. I have worked at several 
Catholic Schools in this diocese including: St Leo’s, St Lucy’s Parish School, St 
Elizabeth Seton, and St Patrick School over the last 15 years.  I have three children, all 
attended St Lucy’s Parish School, two have graduated and one is still attending 
Archbishop Mitty High School.  I have an advanced practice certificate in public health 
and will be graduating from USF in May 2014. 
Project Details: This project is a collaborative endeavor between faculty and school 
nurses to identify students with early signs and symptoms of anxiety in the classroom 
setting.  Faculty will be provided with a one sheet decision tree to use as an in 
classroom aid to help identify if a student may be struggling with anxiety. The tool is 
very simple and leads you through a series of questions to help discern student 
behaviors.  If school sign up to participate – I will come to the school ( on Wednesdays) 
and do a brief 30 minute presentation on how anxiety presents in children and then 
describe how to use the decision tree.  Faculty will be requested to complete a short 
evaluation of the presentation and 30 days later another short evaluation related to the 
effectiveness of the decision tree via email.  Participation is free to all schools in the 
diocese.  
Benefits/ Background: Anxiety is a silent disorder that with early intervention can have 
significant benefits to the child. Sometimes the interventions are simple and can be 
applied in the classroom, sometimes outside intervention is needed. It is estimated that 
13% of children experience anxiety. Anxiety can often be misdiagnosed as Attention 
Deficit Disorder (ADD). Children spend the majority of their day in the school setting and 
experience a variety of anxiety driven situations, it is the appropriate place to assess 
children.  Children who are identified early can be provided with simple coping and 
adaptation skills to help prevent negative coping habits to form.   
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I respectfully request that you consider your school site to participate in this project. The 
benefits are many:  
1. Free Faculty Continuing Education 
2. Healthier Classrooms 
3. Emphasis on Mind, Body, Spirit of the student 
4. No cost for materials 
5. Free school nursing guidance ( related to project) during the entire project 
 
I look forward in meeting you all –  
Sincerely,  
Lisa Rauch 
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Appendix G 
Gantt chart: Project timeline 
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Appendix H 
Cost Benefit Analysis 
Costs 
Category Detail Cost for 1 year (10 
months) 
School Nurse Provides screenings, assessments, guidance, education, intervention 




$6250.00 (per site) 
Health Equipment Shared expenses by number of schools participating  (approx. 8)  
Screening equipment 
 
Health office supplies 
 
$2500.00  (one time 
purchase) 
 
$250.00 (per site) 
 




Shared expenses by number of schools participating (approx. 8) $150.00 per year 
$12.50 (per site) 
Health materials Written materials for health education, family life, HIV/STD, hand 
washing, oral health, etc. 
$1600.00  
$200.00 (per site) 
Total  $54,500.00 
Benefits 
Category Detail Benefit within 1 year 
 (10 months) 
School at large Decreased absenteeism Total tuition approx. $7400 per student ÷ 
180 school days- $41.11 per day 
Average of 5 students absent per day 
$29,520 per year 
 
$164.00 per day 
Classroom 
environment 
Catching early signs and symptoms of behavior health, providing 
classroom intervention, staff in services on safe environment, epi-
pen use, CPR/First aid. 
Cost for RN $50.00 per hour for 8 hours per school per year 
=$400.00 




80% of School Nurse Role 
Maintain Wellness Policy, monitoring immunization records, tracking 
communicable diseases, follow state mandates on Kindergarten 
immunization, 1st grade CHDP requirements, 7th grade Tdap,  
Administrative assistance + $18.00 per hour 32 per month  
$5760.00 
Parent Education Provides education on health, illness, referral and resource 
information.  
$50.00 per hour to hire RN at 7 events per year per school and 
average of (3) per month sessions at the individual sites 
$8400.00 





In house screenings 
Vision RN @$50.00 per hour @16 hours per school 
Hearing RN @$50.00 per hour plus $5 per child per school ( 
average 144 students / 16 hours)  





Total  $71,690.00 




Evaluation of Anxiety Presentation 
 
Please rate the following questions. 
(1) Disagree (2) Somewhat Disagree (3) Undecided (4) Somewhat Agree (5) Agree 
 
1. Was the information presented today on anxiety clear and understandable? 
1     2     3     4     5 
2. Do you see a need in your school to address issue related to anxiety in your 
classroom?       
1     2     3     4     5 
3. After attending this presentation: 
a.  Do you feel more able to identify anxiety in students?   
1     2     3     4     5 
b.  Are you able to differentiate anxiety signs and symptoms from other  
academic or behavioral concerns?      
1     2     3     4     5 
c. Are you more comfortable with addressing anxiety in the classroom?  
1     2     3     4     5 
4.  Was the Anxiety Decision Tree easy to understand?      
 1     2     3     4     5 
Comments:  
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Need to address anxiety at your site
Ability  to identify signs and symptoms of anxiety
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Appendix N 
Budget 
 
 
 
